Proceedings of the Royal Society of Medicine 28 Naevus Cutis Verticis Gyratus.-ROBERT KLABER, M.D.
Fishmonger aged 43. The condition on the scalp has not materially altered since its appearance at birth. He has been able for years to carry fish-boxes upon his head without any discomfort. The scalp shows from seven to ten well marked "convolutions" covering the greater part of the left side of the scalp, from which it extends a little over the midline ( fig. 1) . The occiput shows a large lobed fleshy naevus with several blue areas suggesting deep pigmentation (fig. 2) . The frontotemporal margin of the main convoluted area shows a faiily deep pigmenltation. These facts, togethei with the presence of large numbers of pigmented moles on the trunk and lower limbs, suggest that the "convolutions" also result from a naevus.
Dr. F. Parkes Weber: If Dr. Kiaber had simply entitled this case 'cutis verticis gyrata" there might have been some discussion, but as he has called it a "noevus gyratus" of the skin of the top -of the head there can be no difference of -opinion, because he has thereby truly described the, whole condition together with its nature. The differential diagnosis from acromegalic and other forms of cutis verticis gyrata might have been discussed, but he has precluded that by calling the condition a.. "navus gyratus," and everybody is agreed that this type of cutis gyrata is a naevus.
Erythema Annulare Centrifugum (Darier).-ROBERT KLABER, M.D.
Girl aged 18, in good general health. Shc has a three weeks' history only, of multiple centrifugal rings on cheeks and forehead, only very slightly raised and pink. There is slight irritation and increased redness in the evenings. No visible scaling, teeth and tonsils show no gross sepsis, and there are no signs of any epidermophytosis which Sutton and Sutton found in three of their cases. Sinuses not yet investigated.
The President: There were very faintly marked rings on the forehead and cheeks. I do not know what else it could be if not erythema annulare centrifugum. She said that the-lesions did enlarge.
Asphyxia Reticularis Multiplex (Unna). G. ALLAN YORKE, M.R.C.S., L.R.C.P. (for Dr.
ROBERT KLABER).
Nurse aged 45. Seventeen years ago livedo reticularis was first noticed over the left shin, and there was gradual extension -rvtil it now covers most of the Jgs, from which it extends below like a broad stirrup round the ankles on to the middle of the -soles.
Each summer the network has been the site of painful blisters, which discharge pale, yellow fluid, crust, and then heal, leaving small deep scars.
She has had for two years Ravnaud attacks (10 to 15 minutes of numbness, pain, and skin colour changes-blue, white, red), affecting both the toes and the fingers. These may be provoked bv heat (e.g. bath or bed) as well as cold, and occur in summer and winter.
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The forearms also show slight livedo which appeared only a year ago. On the back of the left elbow there are a few of the same type of very small depressed linear or oval scars, which are present in greater numbers on the nodes of the vascular network on the legs. Several of these scars show a telangiectatic margin.
Blood-pressure 120/70. Blood-count normal, Wassermann, Kahn, and Mantoux tests negative. (No cold auto-agglutination of red blood cells.) Caloric test excited no capillary pulsation, suggesting the presence of organic disease of the digital vessels. The complete absence of palatal and corneal reflexes,'and the patient's facies, might raise the question of artefact, but I believe this can be excluded. This case recalls one described by Unna as asphyxia reticularis multiplex in the International Atlas of Rare Skin Diseases (Heft 1O, 31 ), and this title seems more euphonious than, as well as taking precedence over, that of "inflammatory livedo reticularis".
Dr. Parkes Weber: I think that Unna's original term should be now discarded, as the case is obviously one of chronic symmetrical sclerodermia of the lower extremities with a kind of "cutis marmorata" in place of the more usual telangiectases or pigmentation. There is in this case also the association of sclerodermia with blanched toes. That, of course, is one of the most frequent associations of sclerodermia of the lower extremities; the analogous associationr in the upper limbs is perhaps still more frequent.
The very maTked involvement of the soles of the feet in the present case was pointed out to me by Dr. Freudenthal.
Dr. Robert Klaber: I suggested the use of this title, for lack of a better one. I find it quite impossible to accept Dr. Parkes Weber's view of the matter. These scars are present on the left elbow and elsewhere, without any of the thickening of the skin which is present on the lower third of the legs as a late secondary result. A section froml a crusted lesion did suggest the possibility of a scleroderma change, but I do not think the clinical characters of the case are in any way altered by this.
Dr. Parkes Weber: I should be prepared to throw up my diagnosis if I heard that after five months and another biopsy chosen by Dr. Freudenthal, Dr. Klaber did not agree with me. POSTSCRIPT (15/5/44) (R. K.).-Prosser Thomas (1942) showed a case in which there were recurrent bullae on the right forearm as well as on the legs. In all three areas there was an underlying livedo reticularis, on which most of the bullee occurred.
Although labelled "Bullous Livedo from Heat" some doubt was expressed as to whether the bulle were in fact excited by heat.
Wigley (1937) showed a "Case for Diagnosis" in which on the insteps and the middles of the soles were small symmetrical depressed scars surrounded by telangiectases. The woman had suffered from chilblains for many years and always had "a Door circulation".
It seems probable that Prosser Thomas's case displayed only a less severe degree of the same condition, which Dr. Yorke has shown for me under the title of "Asphyxia Reticularis". I strongly suspect that Wiglev's case represents the end-result of a similar, though more localized process. The appearances of the scars, showing a stirrup-like distribution with surrounding telangiectases, was a part of the clinical picture ih the case shown by Dr. Yorke.
One not rarely finds small solitary or grouped similar scars, especially round the ankle region, in some patients with marked varicose veins. Although there may have. been past or present ulcers elsewhere, the patient emphatically. denies ever having had any ulceration on the areas in question. The most that can be seen or elicited from the -history is only a preceding scab or crust, comparable to those present in Dr. Yorke's case. I believe that all these cases belong to a group of disorders which has so far lacked any comprehensive description or definition. A number of other cases have no doubt been shown in the past under a variety of titles, which provide no clue as to the nature of the underlying pathological process There can be little doubt that the skin changes described are secondary to peripheral vascular disease. This probably involves something more than hypostatic venous congestion. There is also in at least some of the cases, evidence of an abnormal capillary circulation and there may even be peripheral arterial disease, as in Dr. Yorke's case.
The peculiar skin scars might prove to be the result of an ischaemic necrosis involving only the deeper layers of the epithelium and hence not necessarily resulting in ulceration.
The title borrowed from Unna for this demonstration is admittedly archaic. For the moment, however, it has the outstanding advantage of pointing to the essential underlying vascular changes. Further investigation should eventually suggest a better term to cover this group of vasculo-dermal diseases.
